From the outset it must be stated that our prime responsibility will always be to patients undergoing surgery in the operating room. The importance of this role in our environment of a physician orientated anaesthetic service should not be underestimated because in this part of the world we do not subscribe to the anaesthetic nurse or technician concept which is accepted elsewhere.
Despite this, I insist that an anaesthetist has, by virtue of his training, a great deal more to offer the community than can be realized through his traditional " cord-like" attachment to his patient, the anaesthetic machine and the surgeon. Other attachments which I have loosely described as the" Fringe of Anaesthesia" have, of recent years, become more clearly defined and certainly demanding of time and effort.
Against this background I want to refer to four main areas which embrace both clinical and "extra-mural" activities:
(1) Care of the critically ill, or Intensive Care.
(2) Pain relief.
(3) Education. (4) Administration. On this" Fringe" I have excluded research but only in the context of pure or basic research which I see as a discipline which requires special training, facilities, and attitudes beyond the ambit of the usual consultant anaesthetist. On the other hand, clinical research or investigation should be part and parcel of everyday work, as a critical review of drugs, techniques and new developments is an essential part of practice. Such review, in a sense, is a personal audit of our performance, as well as a source of intellectual stimulus.
However, the stimulus of pure research in fields related to anaesthesia is often lost on the majority of us as the knowledge gap widens between the clinician and the scientist. The present emphasis on clinical measurement and statistics in the basic science training of our .4 naesthesia and Intensive Care. Vol. J I I. ;\'0. 1, February, 1975 specialists is an attempt to bridge this gap for future consultants; but to keep abreast of the .. knowledge explosion " is a mammoth task.
CARE OF THE CRITICALLY ILL OR INTENSIVE CARE
The most dramatic incident that drew anaesthetists away from their traditional role occurred in Copenhagen in 1952, when, in five months, the Blegdam Hospital was converted into a mammoth Intensive Care Ward to treat the respiratory complications of a catastrophic poliomyelitis epidemic. Drs. Ibsen and Lassen masterminded the airway and pulmonary ventilation problems of the 345 paralytic cases out of 2,241 patients with poliomyelitis; they reduced the mortality of paralytic respiratory failure by 50 per cent, and indirectly stimulated engineers and anaesthetists throughout the world to pool their resources to design prototypes of the mechanical ventilators that we now accept as standard equipment.
The flow on from this started as a trickle when their methods were adapted in a few patients to treat, in the siderooms or small wards of hospitals, tetanus, acute-on-chronic respiratory failure, pneumonia and chest injuries. It became a torrent when sophisticated respiratory equipment appeared, blood-gas and other patient monitoring devices were developed and the facilities were extended to embrace whole wards, which were specially staffed, designed and equipped to house the mounting flood of patients referred for acute respiratory care.
With your permission I will illustrate this " fringe" development from my own personal experience.
Prior to 1950, late models of the original Drinkers Respirator were the only mechanical means available to me for long term respiratory support. Then, in 1954, at Oxford, I was involved in the initial treatment of tetanus with curare, tracheostomy and LP.P.R. using the prototype Radcliffe Respirator. It was at this time that we first recognized the importance of proper humidification of the inspired gases in the care of the tracheostomy. On my return to Sydney in 1955, the same methods were applied in managing tetanus with the Emerson Respirator, and the original Radcliffe humidifier in line. For all this, manual ventilation by rostered groups of doctors remained the safest and most efficient form of respiratory support.
Cumbersome equipment, untrained staff, a ward side-room and simple clinical monitoring threw an immense load on the anaesthetist, who, at that time, was the only consultant in any way conversant with respirator therapy. Demands for assistance remained sporadic in my experience, until the management of the flail chest following trauma was described by Trier Morch. We adopted his concept of " Internal Pneumatic Splinting" with his high capacity ventilator which induced hypocarbic apnoea. This technique was modified in a patient with a crushed chest who was treated in 1960 by tracheostomy, paralysis with curare and LP.P.R. with the more sophisticated Bird Respirator. Curare was indeed preferable to hyperventilation as a means of controlling paradoxical respiratory movements. However, trained staff were still scarce and facilities remained poor.
The pace then quickened as requests came for prolonged support in a widening range of respiratory conditions. In 1964 the need for a specially equipped ward was at last recognized. The anaesthetist was now greatly committed to work outside the operating theatre.
For the anaesthetist who had been involved during the developmental years, the next step was obvious and inevitable. The specially equipped and staffed units we directed to admit to their beds all critically ill hospital patientsboth medical and surgical. The respiratory, cardiac, renal, metabolic, neurological, shocked, drug intoxicated-all were involved. Respiratory Care had now given way to Intensive Care.
Today, in this sophisticated environment, the simple record of pulse, blood pressure, temperature, tidal or minute volume, urinary output, fluid balance and serum electrolytes is no longer considered sufficient to gauge the progress of a patient through a critical illness. Indirect measurement of arterial oxygen saturation by oximetry or the carbon-dioxide tension in venous and arterial blood by Moran Campbell's rebreathing methods have been rejected in favour of direct estimations (with appropriate electrodes) of blood gases and acid base.
Furthermore, the central venous pressure is now challenged, with justification no doubt, as a valid monitor of the patient's cardio-vascular status and the Swan-Ganz catheter is being used more frequently to measure pulmonary capillary pressures in order to assess the performance of both the right and left ventricles.
Central mixed venous oxygen tensions, continuous direct arterial oxygen tensions, cardiac output, extradural pressure recording and the computer programming of E.C.G. recorded arrhythmias add to the complexity of present clinical measurement in an intensive care unit.
The invasion of the patient which began by stealth has now become an all out assault led by anaesthetists or intensivists who employ such sophisticated missiles as to be the envy of any army commander in the field. In my mind, the extent to which this progress has brought unequivocal benefit to the patients has yet to be assessed.
This has now raised another issue as it is obvious that anaesthetists who wish to pursue this work professionally must have a formal vocational training in Acute Medicine and Intensive Care in addition to Clinical Anaesthesia.
To this end, the Board of the Australasian Faculty is aiming to establish a Section of Intensive Care, to bring together for scientific discussion all those involved in this work. This Section will then give public recognition to the anaesthetist who has become an intensivist and, as such, is competent to care for the critically ill.
PAIN RELIEF
The most practical extension of an anaesthetist's clinical abilities has been in the use of his drugs and regional techniques fo~ the r~lief of pain in obstetrics, the post-operative penod, and in the chronic or intractable painful svndromes .
. In present day economic jargon it is a perfect example of a demand-push inflation. The consumers, patients and obstetricians alike, have produced an inflationary spiral which has been aggravated by some enthusiastic anaesthetists. This has resulted, in the eyes of many, in a logistic monster which can sap the resources of any anaesthetic department. A male chauvinistic attitude perhaps, but, while the classical indications for epidural analgesia have tended to disappear in the face of patient demands, no audit of the morbidity or mortality rate has been forthcominr from our institutions. Anaesthetic and obstetric factors may ultimately influence the future, when more critical information is available, but in the meantime, the epidural service remains a manpower problem of considerable proportions.
In another context the impressive reports from Bromage, Simpson, Lund and many others on the use of continuous epidural analgesia for post-operative and post-traumatic pain, have not led to wide acceptance of the technique for reasons other than its undisputable theoretical and clinical advantages. The logistics of staff and facilities, technical difficulties and the close supervision required, many have influenced our attitudes since they have not been subjected to the same emotional pressures as in obstetrics.
My own interest in the management of intractable pain since 1960, has been to increase the contact between all consultants who are involved in this work; to establish a multi-disciplinary approach to pain relief; and to reduce the purely technical component of the anaesthetist's contribution. Any trained anaesthetist who is familiar with regional anaesthesia and the use of neurolytic agents can produce prolonged sensory denervation of a painful area, but it often requires the combined skills of a group of consultants to appreciate when this is indicated and what lasting effects, good or bad, are likely to result.
One cannot elaborate on all the facets of practice in this field, but suffice it to say that it provides a challenge second to no~e to the anaesthetist who wishes to become m\"olved. This fringe activity may soon have to be absorbed into the centre of anaesthetic practice.
EDl'cATIOK
Ten years ago an anaesthetist's responsibility in education was clearly defined. In the teaching hospitals he had some limited con!act with undergraduates but, generally, was reqUIred to teach basic anaesthetic techniques to the graduate interne who would be responsible a~ a general practitioner for services in outlymg metropolitan or country hospitals.
At this time in the Asian-Australasian region the relatively few trainee specialists were taught basic sciences by academics, and clinical anaesthesia by Fellows of the Faculty who were on the staff of the University Teaching Hospitals. Limited courses for the final examination were arranged in the major centres with the lecturers recruited, by a combination of coercion and persuasion, from small groups of interested consultants who were invariably heavily committed to their clinical responsibilities.
Today the picture has radically changed in a number of ways. The trainees in this region now total approximately 250; their training is longer; the examinations are more searching; their hospitals have to be inspected and approved, and they demand relevant and comprehensive courses of instruction. As continued recruitment into anaesthesia is essential to maintain and improve services, the quality and organization of postgraduate education must be, and must be seen to be, of the highest order.
Added to this is the committment of anaesthetists to the community-at-large where many varied groups require to be taught the basic techniques of resuscitation. This requirement was formerly satisfied by a few enthusiasts but they can no longer cope as requests for advice are constantly received from such organizations as W.H.O., National Heart Foundation, Life Saving Societies, Ambulance Officers, Mines Department, Fire and Electricity Commissionsto name but a few. This is over and above the teaching activities with undergraduate and graduate nurses and paramedical staff.
One cannot leave education without reference to communication and to the continuing education of the practising anaesthetist. Continuing education requires an immense personal effort, usually at the end of a long day in the operating room, when journals have to be read, meetings attended or the organization planned for the next lecture, teaching session or post-graduate congress. There is now no way for the individual to encompass any but a fraction of the literature which is published each year on anaesthesia and related topics. It is therefore essential that each person should have regular contact with his own colleagues in hospital, and meet the broader spectrum of anaesthetists through national or regional meetings such as we have had in Singapore and are to have today.
The few anaesthetists who have been involved in the organization of these meetings would not argue that, for them, this so-called " fringe" of anaesthesia has become the "core" of their work.
However, important though these meetings may be, the communication of knowledge must be predominantly through journals which reflect current practice-clinical, educational and re-search-throughout the world and in the country of origin.
It can be argued that there is little place for new national journals when those which are established and internationally recognized already give adequate cover to the speciality. Against this must be weighed the stimulus that a journal provides for each anaesthetist to investigate and report his experiences to colleagues who work in the same environment.
The Australian Society of Anaesthetists accepted this philosophy and, in 1972, undertook to publish the first Australian Journal which was to be directed particularly towards the Pacific and South East Asian Region. Further, it recognized specifically the place of anaesthetists in intensive care medicine.
It may be wrong to talk of education as being "on the fringe of anaesthesia" unless the comments are confined to our teaching to paramedical or lay groups. It is, of course, in the strict sense, basic to our everyday practice. However, it is discussed in this context because, in Australia and in many other parts of this region, virtually the entire teaching load falls on those few people who are, at the same time, responsible for the clinical anaesthetic services to the major hospitals. For them, education provides a conflict as to how they can meet all the demands made upon their time. Reluctantly, they often decide that education, at least in a personal sense, must remain "on the fringe ".
ADMINISTRATION
To threaten an anaesthetist with administrative chores is likely to rekindle his foetal mentality and drive him back to his "cordlike" attachment to the anaesthetic machine and operating room. Most are fortunate and can avoid any responsibility by claiming to be untrained, not interested or simply unavailable owing to the demands of clinical work.
Yet these very people expect to work in an efficient hospital with a well-organized anaesthetics department with adequate staff and assistance, and a properly regulated work load. We all demand the best equipment, the full range of drugs, a safe, non-polluted and comfortable environment, secretarial assistance, a library complete with all relevant books and journals, and by no means least, an adequate financial return with ultimate security for our family. This however, is always seen as someone else's job and while scant respect is shown for the administrator-often described as a failed clinician-abuse is heaped upon his head should any deficiency occur, whether it be his fault or not. It is, therefore, not surprising that most of us consider this aspect of professional life to be unpalatable or frankly odious. Now someone has to do the work! Departments cannot function if the philosophy I saw displayed in the Board Room of the Outram Road General Hospital is universally adopted.
" Teach us, 0 Lord, to reverence Committees more than common sense; Impress on our minds to make no plan, But pass the baby when we can; And, when the tempter seems to give Us feelings of initiative, Or, when alone, we go too far-Chastise us with a circular! " Nor can a hospital department run smoothly, nor the affairs of anaesthetists be managed efficiently if individuals adopt Jerome K.
Jerome's ideals-so aptly expressed:
"It always does seem to me that I am doing more ~ork than I should do. It is not that I object to the work, mind you; I like work; it fascinates me-I can sit and look at it for hours." While I am not likely to move you from your traditional stance by any emotional appeal to share this work load with the few who do so much behind the scenes, I am concerned to draw your attention to some areas where our quality of practice, contribution to the community and professional status are dependent on effective administration. To achieve this end some anaesthetists at least, must be prepared to back up personal effort with Committee work at the hospital, with Universities or Government Departments and with appropriate professional and scientific organizations.
In 1960 in N.s.W., Dr. Ross Holland organized Covernment support to form the administrative structure to study deaths under anaesthesia and to report the findings for the information of all involved. Since this time the Committee of J1 rising to 13, has met ten times per year and reviewed 3,000 deaths. The success and impact of this Committee has been in the fact that it has been notified voluntarily of 92 per cent of all the deaths which have been compulsorily reported to the State Coroner. This highly significant rate of retrieval has been due to the efficiency of the administration. Two progressive reports on the Committee's findings have appeared in the Medical Journal of Australia, with three memoranda on technical matters. This administrative effort has had a significant effect on the quality of practice with a reduction in the number of culpable anaesthetic deaths. Similar Committees now function in many States in Australia with a National Committee the next likely step.
On the other side, the Australian Society of Anaesthetists, through its Committees, -has represented its member anaesthetists in all matters which relate to their income and financial security. The importance of this administrative function hardly needs stressing, although, surprisingly, should the Committee fail to satisfy everyone, the members are likely to be subjected to the sort of criticism we commonly save for our local politicians.
It is obvious then, that administration can be a thankless task for those anaesthetists who are required to carry out this work on the " fringe" of their clinical duties.
However, if you believe, in the best British tradition, that "The Battle of Waterloo was won on the playing fields of Eton ", then you might agree that in some large measure the future success of anaesthesia will be fought and possibly won in the corridors and committee rooms.
COKCLUSIOK
;vIr. Chairman, as I said at the outset, I would have nothing new to say about anaesthesia, but I would bring to your attention some aspects of the development of the speciality which have affected my professional life and I'm sure, yours, over the past twenty years.
At times I have illustrated certain change,; by reference to this Asian-Australasian region and the activities of the Faculty of Anaesthetists of the Royal Australasian College of Surgeons. What I have possibly failed to do is to emphasize the close ties, professional and personal, that have developed between anaesthetists in this part of the world, first through their regional meetings and then through the activities of the Faculty in the field of post-graduate training and examination.
